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Available online 18 January 2010After the introduction of a surgical profundoplasty to
resolve stenotic disease primarily located at the origin of
the profunda femoris artery (PFA) in 1972 by Martin et al.1
not much has happened in the field of profunda revascu-
larisation in more than 35 years of time. The technique is
still appreciated, especially in patients with severe distal
femoropopliteal disease in whom there are no distal
landing zones for bypass surgery depending entirely on
collateral flow. Although in the early 1980s, several
reports2 appeared describing good technical and early
results with percutaneous angioplasty (PTA) of the PFA,
surgical reconstruction has remained the gold standard
ever since.
In this issue of the journal, Donas et al.3 describe their
experience with endovascular PTA/stenting of the PFA in
a series of patients deemed unfit for open surgery for
various reasons. They used a percutaneous cross-over
technique. With technical success of 100% and good results
at mid-term follow-up with regard to limb salvage and
patency rates, the authors feel that PTA of the PFA is safe
and effective, and should be regarded as bailout treat-
ment in patients unfit for open repair. In their study,
subjects were divided into two groups after the anatomicDOI of original article: 10.1016/j.ejvs.2009.10.008.
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doi:10.1016/j.ejvs.2009.12.002characteristics of the PFA lesion, being either a stenosis at
the origin or a more distal stenosis. Interestingly, the one
patient presenting with acute onset of rest pain during
follow-up due to stent kinking and occlusion had a prox-
imal PFA lesion. This raises the question that the hinge
point of the hip bending zone may have been at that
particular site and probably this specific issue may have
caused reluctance in the past decades for many vascular
specialists to perform PTA stenting at the level of the
groin. It is however anticipated that in most patients
the hinge point is located more proximally at the level of
the external iliac artery.
With regard to open treatment of PFA lesions in patients
with critical ischaemia, several articles have appeared in
the 1980s and the 1990s. Van der Plas et al. showed just 9%
clinical improvement after 1 year follow-up in a cohort of
patients treated with profundaplasty between 1984 and
1990.4 The presence of tissue necrosis or ulceration
affected clinical outcome negatively. Risk factors and
indicators for atherosclerotic disease, age of the patient
and ankleebrachial systolic pressure index (ABI) had no
significant predictive value. Evaluation of preoperative
angiography revealed that only the aspect of the PFA
beyond its orifice was of significance, as there was a strong
relationship between the absence of obstructive disease
in this part of the artery and clinical improvement.
A comparison with the current study by Donas et al. is
probably incorrect as, in a new era, they also treatedd by Elsevier Ltd. All rights reserved.
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pharmacological treatment options.
Finally, Donas et al. used the profundapopliteal colla-
teral index (PPCI) as a test to select which patients could
benefit from revascularisation of the PFA. A median PPCI of
0.3 was believed to be a good predictor for the adequacy of
collateral pathways from the PFA to the crural arteries. The
introduction of the PPCI ((AKP  BKP)/AKP) dates back
almost 30 years ago,5 but never gained widespread adop-
tion. It seems logical to think that with an occluded
superficial femoral artery and diseased PFA results of
revascularisation will be better with good inflow, more
collaterals to crural vessels and better distal run off. It may
however be questioned whether PPCI is the appropriate
method to measure this. Moreover, no absolute blood
pressure values or indices are given, which can be used as
cut-off values.
We do agree with the authors that open profundaplasty
remains the gold standard at the moment, but the currentresults with endovascular treatment indicate that this may
be a useful tool in selected cases.
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